Introduction {#Sec1}
============

Endogenous bacterial endophthalmitis is a rare entity with an incidence of 2 to 8% of all cases of endophthalmitis \[[@CR1]--[@CR4]\]. *Roseomonas mucosa* is an extremely uncommon cause of endophthalmitis with scarce reports in literature. We report a subretinal abscess in an elderly diabetic male, presumably endogenous, caused by *R. mucosa* and its successful management.

Case report {#Sec2}
===========

A 74-year-old diabetic gentleman presented with redness, pain, and diminution of vision in the left eye since 2 weeks. There was no history of trauma or ocular surgery. Past history was significant for hospitalization for urinary tract infection and septicemia during which he developed the ocular symptoms. The urine and blood cultures were positive for *Klebsiella* species---further identification was not available. The patient had received one intravitreal injection of ceftazidime (2.25 mg/0.1 ml) in the left eye and was on oral cefotaxime (500 mg TDS) and topical moxifloxacin 0.5%, tobramycin 0.3%, homatropine hydrobromide 2%, and prednisolone acetate 1% eye drops.

On examination, best corrected visual acuity in the right eye was 6/6; N6 and left eye was counting fingers close to face. Examination of the right eye was unremarkable. The left eye had a mid dilated sluggishly reacting pupil, hypopyon, and nuclear sclerosis grade 3. Intraocular pressure was 15 mmHg. Vitreous exudates were present, and fundus details were unclear. B-scan echography revealed moderate number of vitreous echoes, serous choroidal detachment, and a subretinal abscess in the superotemporal quadrant (Fig. [1](#Fig1){ref-type="fig"}). The patient underwent anterior chamber tap, and intravitreal ceftazidime (2.25 mg/0.1 ml) was given. Preliminary microbiological study (Grams and KOH stains, bacterial and fungal culture) showed numerous pus cells, but no organisms. The nested PCR for detection of eubacterial genome (Ref) was positive. Since the patient's poor systemic condition prevented immediate surgical intervention, intravitreal injection of vancomycin (1 mg/0.1 ml) and ceftazidime (2.25 mg/0.1 ml) were repeated twice on alternate days. Although mild improvement in inflammation was noted, an increase in the extent of retinal detachment was seen and the patient was posted for vitreous surgery. Intraoperatively after lensectomy and clearing of vitreous exudates, the temporal retina was seen to be detached with a large subretinal abscess with an area of overlying retinal necrosis. The abscess was drained through this area with a 20-g tapered extrusion needle attached to a 2-cc syringe, and pus was sent for microbiological study, along with a vitreous aspirate. The necrotic area was then treated with diathermy, and necrotic tissue was excised. Further drainage of the subretinal purulent material was facilitated with the use of perfluorocarbon liquid. At conclusion, a perfluorocarbon fluid-air exchange was performed, and after flattening of the retina, laser photocoagulation was performed around the retinectomy site and 360° in the periphery. 5000CS silicone oil was used to replace the air, and sclerotomies were closed. Intravitreal ceftazidime in half the dosage was injected. Postoperatively, the patient was put on oral ciprofloxacin 500 mg BD for 5 days and topical homatropine, prednisolone, moxifloxacin, and tobramycin drops. He was also under care of an internist to monitor his blood sugar levels.Fig. 1B-scan ultrasound. A vector showing vitreous exudates, the retinal detachment (*thin arrow*), and subretinal abscess (*thick arrow*)

The microbiology report on the direct smears of the pus by Gram stain and Zeihl-Neelsen's stain for acid-fast bacilli showed Gram-negative bacilli and acid-fast granules, respectively. Nested PCR was positive for detection of eubacterial genome as well as for detection of *Mycobacterium tuberculosis* genome (Ref)-targeting MPB64 gene. The vitreous sample did not show any organisms on the smear or growth on the culture; the subretinal aspirate revealed growth of *R. mucosa* with typical pink-colored mucous colonies (Fig. [2](#Fig2){ref-type="fig"}). This was confirmed by PCR-based DNA sequencing targeting the 16S ribosomal RNA gene. Culture was negative for isolation of *M. tuberculosis* by MGIT 460 liquid culture system. Postoperatively, anterior segment fibrin was noted which cleared by the end of the first week. The retina was attached with a pale disc and a fibrotic scar at the site of the abscess (Fig. [3a, b](#Fig3){ref-type="fig"}). The patient was also seen by a chest physician to rule out the possibility of a tuberculous infection, but the need for specific anti-tuberculous treatment was ruled out. Postoperatively, 3 weeks after the surgery, the patient developed angina pectoris. He was diagnosed to have an inferior wall infarct and received a stent. Systemically, he stabilized, and 8 weeks postoperatively, the vision had improved to 3/60 in the left eye, with a quiet eye and intraocular pressure of 2 mmHg. The disc was pale, and there was a shallow temporal retinal detachment caused by traction and fibrosis from the scar (Fig. [3c](#Fig3){ref-type="fig"}). No further intervention was advised.Fig. 2Pink-colored mucus secreting *Roseomonas mucosa* colonies on **a** blood agar and **b** Mueller-Hinton agar plates Fig. 3Fundus photographs. **a** Postoperative day 5, **b** postoperative day 17, **c** 8 weeks postoperative. The pictures show gradual resolution of the abscess and conversion into a flat scar. The montage picture shows a pale disc with traction band extending to the superotemporal fibrous scar

Discussion {#Sec3}
==========

Endogenous endophthalmitis is an uncommon entity \[[@CR5]\], and subretinal abscess as a prominent feature is infrequently reported in literature. The most common organism reported to cause subretinal abscess is *Nocardia* \[[@CR6]--[@CR8]\], more so in immunocompromised patients. There are case reports of other organisms such as *Pseudomonas aeruginosa* \[[@CR9]\], *Streptococcus viridans* \[[@CR10]\], and *Klebsiella pneumoniae* \[[@CR11]\] causing subretinal abscess.

The bacterial genus *Roseomonas* was first reported by Rihs et al. \[[@CR12]\] in 1993 though the natural reservoir of the organism is unclear. *Roseomonas* genus is typically described as a slow-growing, pink, pigmented, aerobic, Gram-negative bacteria. This genus includes ten species, one of which is *R. mucosa*. This organism has been incriminated as the causative agent in catheter-related bacteremia. Literature reports have shown various instances where it has been isolated from blood, urine, and catheter samples \[[@CR8], [@CR13]--[@CR17]\]. However, there is no report of *R. mucosa* being isolated from a subretinal abscess.

A case reported by Chen et al. \[[@CR18]\] in 2008 showed that *Roseomonas* was the causative organism in the case of chronic postoperative endophthalmitis in an 83-year-old patient. However, in their report since the sample was not preserved, further subtyping of the species was not done. The final visual outcome was unsatisfactory.

The antibiotic sensitivity pattern of *Roseomonas* has been studied by Han et al. \[[@CR19]\] in 2003. The choice of treatment for *Roseomonas* species is difficult as the susceptibility varies among different species with *R. mucosa* showing the highest risk of resistance. The organism has been found to be sensitive to broad-spectrum antibiotics including aminoglycosides, ciprofloxacin, imipenem, and ticarcillin but resistant to third- or fourth-generation cephalosporins such as ceftazidime \[[@CR12], [@CR14], [@CR19]\].

Our case is unique in that the organism was found to be different from that predicted based on the clinical condition. PCR helped identify the organism \[[@CR20], [@CR21]\]. Almost complete drainage of the purulent material probably also contributed to the satisfactory outcome.

*R. mucosa* is a rare cause of endophthalmitis, and this is the first time the organism has been isolated from a subretinal abscess. Internal drainage of the abscess with identification of the organism and treatment with the appropriate antibiotics led to a satisfactory outcome in this patient.
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